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DP Friends and Colleagues: 


With this report, the Maternal Health Commission completes its assignment. 


To my colleagues on the Commission, I extend my deepest appreciation for 
the generous commitment of time and.expertise which they brought to this 
task. To Carmen Rivera, executive director of the Commission, my special 
thanks for the steady, thoughtful, and thoroughly professional guidance she 
provided for our work. 


It 1s said that the quality of life in any society is gauged by the status of 

its most vulnerable members. In 1990, the Maternal Health Commission 
accepted a charge from the mayor and the citizens of Boston to seek ways to 
improve the life chances of newborn infants in our community, particularly 
black infants. Over the last three years, we have learned a great deal and 
made some progress toward this goal, as is well documented in this report. 
But the real work for our community has just begun. 


We know now that medical intervention, as important and necessary as it is, 
as not enough. Only healthy communities produce healthy babies—healthy 
communities that provide not only health care per se, but education, 
housing, economic opportunity, and the network of caring people and 
institutions needed to support family life. 


The scourge we must attack is poverty and alienation, and that will require 
the collaboration, coordination, and cooperation of all of us across this 
community. We have a wealth of resources, both human and institutional, 
with which to build. The African proverb, “Tt takes a whole village to 

raise a child,” is quoted so often because it is so true. We cannot fail if we 
work together. 


Anna Faith Jones 
Chairperson 
Maternal Health Commission 


Jiu Friends and Colleagues: 


To take a project to its intended conclusion brings me great satisfaction. Three years 
ago, the mayor established the Maternal Health Commission in response to the 
alarming number of Boston's infants who were dying before their first birthday. 

The Commission grew out of The Infant Survival Summit, which defined an agenda 
to improve prenatal services. The idea was to alter the practices of our health care 
system and remove the barriers keeping our most vulnerable women and children 
Jrom receiving needed services. 


Ours was a unique approach. The Commission was not engaged in yet another 
research study of infant mortality but in an effort to promote practical change in 
the way we reach and treat pregnant women. We wanted to assure that all preg- 
nant women recewe prenatal care in a respectful and sensitive environment. We 
Sunctioned as watchdog, facilitator, and information conduit. 


As the Commission's director, I was fortunate to work with the many outstanding 
and dedicated individuals who contributed so much to our efforts. In particular, 1 
would like to thank two women whose vision and leadership brought much respect 
Sor our work. Anna Faith Jones, chairperson, assured that we stay on an objective 
and independent path and guaranteed a broad base of support. Judith Kurland, 
with her concern for comprehensive public health initiatives, provided insightful 
and invigorating guidance. I also wish to thank Deborah J. Hursey, staff assistant, 
Sor her technical and administrative support. 


Hundreds of individuals and organizations helped us shape specific ideas for 
combatting infant mortality. This report reflects their thinking on the directions 
Boston's maternal and child health community should take. As importantly, it 
addresses the need to demand greater accountability from health care providers 
and government. Although the Commission has reached the end of its charter, the 
people and organizations who made its work possible continue the day-to-day effort 
of protecting new life. They need our sustained support. With it, they will bring us 
closer to meeting the Summit goal of securing life for more of our infants. 


Carmen V. Rivera 
Executive Director 
Maternal Health Commission 


Two Steps Forward... 


w The infant mortality rate for 
Boston shows an eight-year 
downward trend, despite an increase 
in 1992. This downward trend holds 
for black as well as white infants. 


m Over the past three years, 
hospitals have added 94.5 weekly 
prenatal sessions at community 
health centers, surpassing the need 
identified at the Infant Survival 
Summit, This results in shorter waits 
and greater access fo needed care 
for women, including those in high- 
risk communities. 


w The private teaching hospitals 
have expanded fo 33 the number of 
prenatal sessions midwives provide 
at community health centers, 
making a more cost-effective 
alternative available to women. 


w Since the Summit, 60 new units of 
transitional housing for women and 
children have opened in Boston, 
substantially meeting the Summit 
goal of 75 units. In addition, the city 
projects opening 14 new units of 
permanent housing by 1994 and 
300 new units by 1995. 


ESK OE CULE I ¥ 


Ry Mee ago, this city . 


made a bold commitment to protect 
the lives of its most vulnerable 
citizens, infants at risk of dying. 
That commitment has paid off in 
new programs, new knowledge, and 
some improvement in infant sur- 
vival. Since the Infant Survival 
Summit was convened in October 
1990 to respond to an alarming rise 
in infant mortality (the number of 
infants who die before their first 
birthdays), the infant mortality rate 
has decreased by 28 percent. The 
rate of 14 per 1,000 births in 1988 
(the year that spurred the Summit) 
dropped to 10.6 in 1992, the most 
recent year for which statistics are 
available. According to the city’s 
Division of Public Health, an eight- 
year trend analysis shows an overall 
downward trend for both black and 
white infant deaths. 


This overall progress, however, 

hides the great volatility in the 

black infant mortality rate and the 
persistent discrepancy between 

the rates at which white and black 
infants in the city die. In 1992, the 
black infant mortality rate rose by 55 
percent over the previous year, while 
rates among other ethnic groups 
remained about the same. The 


SUMMARY 


overall increase in infant mortality 
from 1991 to 1992 is due almost 
exclusively to the increase in black 
infant deaths. What’s more, black 
infants continued to die at more than 
three times the rate of white infants. 
This gap, one of the prime impetuses 
for the Infant Survival Summit that 
led to the Commission's founding, 
had dipped to two-to-one in 1990 
and 1991. 


The continued disparity reminds us 
that our success in lowering the 
infant mortality rate has come more 
from our technical ability to save sick 
babies than from our social commit- 
ment to nurture healthy pregnancies. 
It reminds us, too, that available care 
does not necessarily mean accessible 
care or the prevention of excess 
deaths in communities of color. The 
hospitals have added 94.5 prenatal 
sessions at community health centers 
since the Summit, surpassing the 
need Summit participants identified. 
Yet one-third of black women still do 
not receive adequate prenatal care, 
and the gap in infant survival rates 
remains. Remaining, too, are numer- 
ous barriers to care. Summit recom- 
mendations for eliminating these 
barriers remain largely unfulfilled. 


Few of our hospitals or health care 
centers provide adequate transporta- 
tion, translation, or child care ser- 
vices. Further, services for addicted 
and battered women are not numerous 
enough at any level, from emergency 
shelters to permanent housing and 
treatment programs. Although we 
have made significant progress 
toward increasing the number of 
units of supportive transitional 
housing available (60 of the 75 units 
recommended at the Summit are 
now open), this is but one in a con- 
tinuum of services these vulnerable 
women need. 


INFANT MORTALITY RATES FOR BOSTON 
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NEEDED: A BROADER FOCUS 

When the Infant Survival Summit 
convened, the rise in infant mortality 
rates was so alarming that emphasis 
was rightly placed on the area in 
which we could make the most 
immediate gains: improving prenatal 
services. This meant that the Summit 
recommendations centered largely on 
what the medical community— 
hospitals and community health 
centers—could do to better serve 
pregnant women. 
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WHITE TOTAL 


Source: Boston Department of Health and Hospitals, Division of Public Health 


w St. Mary’s Women and Infants 
Center opened, demonstrating what 
success is possible when hospitals, 
neighborhood health centers, and 
community residents work together. 
This center, on the campus of the now- 
closed St. Margaret's Hospital, 
provides primary and prenatal care, 
substance abuse services, a school, 
and residential/transitional programs 
for pregnant adolescents. 


m The Federally funded Boston 
Healthy Start Initiative enters its third 
year with a promised $6.4 million a 
year for the next five years to support 
outreach to pregnant and parenting 
women and fo fund projects linking 
health and social service providers, 
including a computerized database 
that is shared with programs funded 
through the Office of Treatment 
Improvement and the Ryan White 
(AIDS) Care Act. 


m WIC subsidies increased for 1994. 
Now 85 percent of eligible women 
should receive benefits, up from 50 
percent when Governor Weld took 
office. A state study of birth outcomes 
has quantified a positive correlation 
between receiving WIC and having a 
healthy baby. 


... and One Step Back 


w Despite a 28 percent decrease since 
1988, Boston’s infant mortality rate for 
1992 (the most recent year for which 
statistics are available) was the highest in 
four years and is still higher than the 
state’s average. More troubling, black 
infants continued to die at more than 
three times the rate of white infants. 


= We make insufficient use of data on 
infant morbidity and mortality trends 
among new immigrant groups and rapidly 
growing established minority communities; 
thus, we are ill-prepared to anticipate 

and meet the health care needs of these 
groups. We need adequate funding, 


broader dissemination of data, and 
coordination of efforts between city and 
state vital statistics offices and private 
sector epidemiologists to assure a flow 
of more detailed data. 


w No hospital or health center provides 
day care services for pregnant women; 
transportation services are spotty and 
uncoordinated; and interpretive services 
at many hospitals are limited in the 
numbers of languages covered. 


m Despite having invested $2.2 billion in 
new property, plant, and equipment and 
having accumulated $1 billion in 
discretionary cosh over the past nine 
years, some of Boston’s private teaching 
hospitals are not keeping up with their 
pledge to provide $8 - 12.5 million over 
five years to fund the community-based 
programs necessary to combat infant 
mortality. 


E-X ECUTIVE 


This focus is too narrow to assure that 
no baby dies unnecessarily. Healthy 
pregnancies cannot occur without 
healthy women, and women cannot 
maintain healthy bodies without 
healthy lives. Thus, to do the most we 
can to prevent unnecessary infant 
deaths, we must ensure that every 
young woman has access to the 
education, nutrition, and medical 
care she needs to safeguard her 
future health. We must carry our 
concern into her adulthood as well, 
assuring that poverty, homelessness, 
joblessness, discrimination, addiction, 
and abuse do not threaten her health 
and her ability to sustain a healthy 
pregnancy. 


Doing this will require a commitment 
to health promotion and a coordi- 
nated effort on the part of all mem- 
bers of our community—our schools, 
our social service agencies, and our 
health care providers. Boston is 
fortunate to have several city-wide 
initiatives that are already taking this 
wide-angle approach to infant 
survival. Chief among them is the 
Boston Healthy Start Initiative, a 
partnership between the Department 
of Health and Hospitals and commu- 
nities, which is explicitly charged 
with reducing infant mortality by 
bringing together and funding 
programs that address issues such as 
domestic violence, substance abuse, 
nutrition, education, and health care. 


SUMMARY 


Healthy Start gives Boston a contin- 
ued opportunity to address the issue 
of infant mortality and to determine 
which nonmedical interventions can 
have the greatest impact on infant 
survival in communities of color. 
However, unless the city articulates a 
unified vision for community develop- 
ment that can guide Healthy Start 
and Boston’s other city-wide initia- 
tives (e.g., Healthy Boston and the 
Boston Office for Treatment Improve- 
ment), these promising programs will 
lack the strategic planning that could 
lead to greater efficiency, less 
duplication of services, more produc- 
tive allocation of resources, and, 
therefore, a greater influence on 
infant survival. 


NEEDED: A CONTINUED COMMITMENT TO 
MATERNAL-CHILD HEALTH 

This is a time of enormous change 
and opportunity for the city and the 
country. New administrations in both 
Boston and Washington promise new 
approaches to women’s health. But 
opportunity, as always, brings risk. 
The opportunity to overhaul the 
nation’s health care system brings 
with it the risk that “insurance for all” 
will lull us into thinking we have 
health care for all, and that a basic 
benefits package will inadequately 
cover mental health, substance abuse, 
and family planning services, which 
can be as critical to a healthy preg- 
nancy as prenatal care. The 


opportunity to renew our commit- 
ment to infant survival brings with it 
the risk that the success we have had 
to date will breed complacency, even 
though most of our infant mortality 
initiatives are new and have yet to be 
evaluated. We will not know for some 
time what is working best and where 
we should put our resources in the 
future for maximum effectiveness. As 
the 1992 statistics make clear, we 
cannot be confident that the eight- 
year downward trend in the infant 
mortality rate will continue. 


As the Maternal Health Commission 
reaches the end of its three-year 
charter, we encourage the mayor to 
take the following steps to reaffirm 
Boston’s commitment to securing life 
for more of its infants: 


w Articulate a vision and strategy for 
community development that can 
guide maternal health initiatives, 
then implement the plan by creating 
working partnerships between 
public and private organizations 
and integrating services at all levels 
of maternal and child health. 


mw Evaluate existing programs and 
recommendations for promoting 
preventive care, providing support 


services, and eliminating barriers to 
care. Implement those ideas with the 
most promise (e.g., expanding school- 
based health clinics as recommended 
in the Department of Health and 
Hospital's report “HIV and Boston’s 
Adolescents”). 


w Hliminate barriers to access 
through cooperation and communica- 
tion between hospitals, social 
services, and community agencies in 
such areas as day care, transporta- 
tion, and interpretive services. 


= Coordinate efforts to reduce infant 
mortality with the attorney general 
and the state. As part of this under- 
taking, meet with teaching-hospital 
representatives to renegotiate their 
financial commitment to combatting 
infant mortality in light of the 
Attorney General’s Community 
Benefits Guidelines, and, further, to 
assure that those hospitals that have 
not met their commitment to the 
state’s linkage program do so. Use this 
opportunity to address what the 
hospitals can do to further improve 
outreach and access to care, and thus 
move closer to meeting the recom- 
mendations made at the Infant 
Survival Summit. 


w Despite new, citywide initiatives 
aimed at combatting infant mortality 
through better coordination of 
services, service delivery remains 
fragmented, compromising the 
potential success of these and other 
programs. 


m State funding for an innovative 
program recertifying foreign nurse- 
midwives fo practice in the United 
States and for the students in a 
master’s-level midwifery program has 
been dropped because restrictive 
academic requirements disqualified 
graduates for many Boston jobs. 


m The Commission's roundtable 
discussions on support services for 
addicted women and the city’s report 
on housing for battered women both 


~ identified serious insufficiencies at all 


levels, from shelters through 


- permanent housing. 


m The Massachusetts Free Core Pool, 
the last resort for uninsured women, 
is underfunded, skewed toward 
provision of hospital and emergency 
care, and underpromoted, so that 
eligible women often do not know 
that it exists. 


INFANT MORTALITY 
WHERE WE STAND~ 


he Maternal Health Commission 
reaches the end of its three-year 
charter at a time of enormous change 
and opportunity for the City of 
Boston. A new administration must 
decide how best to further the city’s 
efforts to combat infant mortality, and 
it-must do so against a backdrop of 
shifting state and Federal health 
care policy. 


Over the past three years, the Com- 
mission has not only monitored 
progress toward the Summit goals but 
also played a pivotal role in bringing 
together the disparate groups whose - 
work can contribute to infant survival 
in Boston. Despite having no enforce- 
ment authority, the Commission has 
successfully convened these groups 
for both formal and informal discus- 
sions and has acquired progress 
reports for broader dissemination. 
The cooperation that hospitals, 
community health centers, and city 
and state agencies and programs have 
shown speaks to the strong commit- 
ment Boston’s maternal health 
community has to addressing the 
problem of infant mortality. 


The Commission’s Year in Review 
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September 1992 


Final Phase | Roundtable 
on substance abuse 
services held 


First annual report issued; 
Concerned Media Women 
Against Infant Mortality, 

0 collaborative program. 
with Boston Healthy Start, 
March of Dimes, and 
Mass. Dept. of Public 
Health, convened 


~ Phase Il Roundtable on 


= 


Since the Infant Survival Summit was 
convened in October 1990 to respond — 
to an alarming rise in infant mortality 
rates, this community has worked 
hard to assure that more babies born 
in Boston survive. We havemade 
gains. An eight-year analysis shows an 
overall downward trend for both black 
and white infant deaths, andinfant 
mortality rates in the cityhave 
dropped from 14 per 1,000 births in 
1988 (the year that spurred the 
Summit) to 10.6 in 1992 (the most , 
recent year for which statistics are 
available). m~ 


IMPROVED PRENATAL CAPACITY 

We have made gains, too, in improv- 

ing the capacity of community health — as 

centers to serve pregnant women and 

in meeting the needs of our most 

vulnerable population—pregnant nk 

women with substance abuse prob- 

lems—through increased transitional 

housing and services. We have also. 

begun the important work of linking 
health care and social service provid- 
ers to assure that women receive all 

the services they need to sustain a | 

healthy pregnancy. But we havenot = * 

done enough. 
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October 1992 January 1993 ‘* 


FY. |.’s second year 


transitional housing for begins; work with Boston 


addicted women Healthy Start Initiative 
convened; ongoing work and Mass. Infant 

with Growing Up Hispanic Mortality Advisory 

National Advisory _ Committee continues 
Committee begun . i 


The gains we have made are neither 


far-ranging nor consistent enough to | 


be considered stable. The 1992 infant 


mortality rate makes this all too clear. 


Although it represents a 28 percent 
improvement over 1988, it is the 
highest rate in four years, and 26 
percent higher than 1991's rate of 8.4 
per 1000 live births. This increase is 
due almost exclusively to the great 
volatility of the black infant mortality 
rate. While infant mortality dropped 
for white infants, stayed stable for — 
Hispanics, and increased marginally 
among Asians (from 3 to 4 per 1,000 
births, still the lowest rate for any 
ethnic group), it increased by 55 
percent among black infants in 1992. 


Even more troubling, black infants 

continued to die at more than three 
times the rate of white infants. This 
gap, a prime impetus for the Infant 
Survival Summit that led to the 

~ Commission’s founding, had dipped 
to two-to-one in 1990 and 1991. 


February 1993 March 1993 

Collaboration with Boston Commission director 

Health Access Project presents workshop at 

enters second year Mass Choice annual 
meeting 


INFANT MORTALITY RATES BY RACE FOR BOSTON 1980-1992 
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Although other minority groups 
tracked (Hispanics and Asians ) 
appeared to have fared well in 1992, 
data on who is most at risk within 
these vastly diverse groupings is not 
widely disseminated. Therefore, our 
ability to anticipate and respond to 
the needs of our most rapidly increas- 
ing population groups is limited. 
Maternal and child health service 
providers need data on infant mortal- 
ity, morbidity, and access to services 
among expanding immigrant popula- 


May 1993 


Report on transitional 
housing roundtable 
issued; Commission 
supervises Tufts graduate 
students’ analysis of 
maternal health data 
from five community 
health centers 


June 1993 


Grantmakers Association ” 


sponsors funders meeting 
to discuss Commission's 
transitional housing 
report 


1986 > 1987-1988 - 19892 1990-1991 1992 


Source: Boston Department of Health and Hospitals, Division of Public Health 


tions so that they can plan appropriate 
services. Statewide and national 
surveys suggest, for example, that 
Puerto Rican women are more at risk 
for losing a baby than other Hispanic 
women, as are Southeast Asian women 
more at risk than those of Chinese 
descent. As our Puerto Rican and 
Southeast Asian populations grow, we 
need to develop culturally sensitive 
health and social services so that our 
morbidity and mortality rates do not 
grow as well. 
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September 1993 October 1993 “We, « 
Commission surveys More than 91 percent of 
hospitals and citywide readers responding to an 
initiatives on past year’s FYI survey find the 
progress publication always or 


often useful 
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ELIMINATING BARRIERS TO CARE 
WE HAVE A LONG WAY TO GO 


LOW BIRTHWEIGHT PER 1000 LIVE BIRTHS 
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Ab we look to the future, we cannot, 
with certainty, say that the overall 


downward trend in the infant mortal- 
ity rate will continue. Our success to 
date comes more from our technical 
ability to save sick babies than from 
our social commitment to nurture 
healthy pregnancies. According to the 
city’s Office of Health and Vital 
Statistics, the number of low 
birthweight babies (less than 5.5 
pounds) born to Boston women 
increased slightly from 1991 to 1992 
(from 8.3 to 8.8 percent), and the 
number of very low birthweight babies 
(less than 3.3 pounds), the group that 
contributes most to infant mortality, 
increased for the first year since 1988. 
The percentage of low birthweight and 
very low birthweight infants was 
highest for blacks, underscoring the 
impact of poverty, inadequate prenatal 
care, and preconceptual health on 
birth outcomes. 


PROPORTION OF LOW BIRTHWEIGHT BIRTHS 
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ACCESS 

The disparity in survival rates between 
black and white infants reminds us 
that available care does not necessar- 
ily mean accessible care. Our greatest 
gains in meeting the Summit’s goals 
have been in the area of increased 
perinatal capacity. Although the 
percent of women receiving adequate 
prenatal care in 1992 increased (from 
70.4 in 1991 to 75.5 in 1992), a third of 
black women still receive inadequate 
care, an unacceptably high percent- — 
age. As Case-by-Case, a Department of 
Health and Hospitals in-depth study of 
infant deaths in Boston, confirmed, — 
fragmented care delivery and lan- 
guage, cultural, and communication 
barriers continue to keep many 
pregnant women from receiving 
adequate care. 


Unfortunately, progress toward 
eliminating these barriers has been 
slim. Most of our hospitals and health 
centers still do not provide adequate » 
translation, transportation, or day care 
services for pregnant women, This is 
an area in which coordination between 
hospitals could provide much-needed 
services in a cost-effective way. 

For example, Boston City Hospital 
(BCH) has the city’s best interpretive 
services, with interpreters available 
24-hours a day and in 25 languages. 
Cooperative agreements with BCH 
could enable other hospitals to 
supplement their interpretive services 
without new recruitment or training. 
Hospitals could similarly look for 
cooperative ways to meet their 
patients’ needs for child care and 
transportation and to provide the staff 


training in cultural awareness and 
sensitivity that the Summit recom- 
mended. This remains a pressing 
need, given the Case-by-Case study's 
conclusion that negative experiences 
with caregivers was a predominant 

_ theme in women’s stories about their 
experiences seeking maternity 
services. 


SUPPORT SERVICES 
We have not made sufficient gains in 
meeting the need for support services 
for addicted and battered pregnant 
women either. Such services are still 
not sufficiently integrated into the 
health care system, nor are they 
numerous enough. A University of 
Massachusetts survey of 40 health 
sites in Boston, conducted in 1992 for 
the Boston Healthy Start Initiative, 
discovered that most women of 
childbearing age who were referred for 
substance abuse services were 
referred to an on-site social worker, 
not to a treatment program. The 
Commission’s roundtable on housing 
for addicted pregnant women identi- 
fied an urgent need for both temporary 
and permanent residences. Although 
we have substantially increased the 
number of units of supportive transi- 
tional housing available (60 of the 75 
units recommended at the Summit are 
now open), this is but one in a con- 
tinuum of services these vulnerable 
women need. Battered women, too, 
are in need of better support. The 
Mayor’s Task Force on Women and 
Housing concluded that too few 
services are available at all levels, 
from emergency shelters to permanent 
housing. 


The problem of insufficient services is 
compounded by spotty coordination 
between health and social service 
agencies that do serve at-risk women, 
even though such citywide initiatives 
as Healthy Start, Healthy Boston, the 
Boston Office for Treatment Improve- 
ment, and the Maternal Health 
Commission itself have made some 
progress toward linking providers. 
Further, the state’s MassHealth 
Managed Care program for Medicaid 
has encouraged recipients to join 
health maintenance organizations that 
are neither linked with nor equipped 
to address the social services many 
women need to sustain a healthy 
pregnancy. 


MIDWIFERY PROGRAMS 

We have also had mixed success in 
meeting the Summit’s objective of 
expanding training opportunities for 
certified nurse-midwives (CNMs), 
increasing the number of prenatal 
care sessions they provide at commu- 
nity health centers, and providing 
qualified community health center 


nurse-midwives with staff privileges at 
the teaching hospitals. Boston City 
Hospital has hired St. Margaret’s 
Nurse-Midwifery Service and now has 
midwives acting as primary care 
clinicians. In addition, several private 
hospitals have added midwifery 
services or increased their midwifery 
staffs and the number of clinic 
sessions these midwives offer (up by 
33 since 1992). However, some private 
teaching hospitals have also imposed 
academic requirements on new hires 
that disqualify many certified nurse- 
midwives trained in Boston. 


The hospitals are requiring midwives 
to have a master’s degree in nursing, a 
requirement neither related to the 
providers’ clinical qualifications nor 
necessary for certification. As a result, 
two innovative CNM training pro- 
grams—one at Boston City Hospital 
that recertified foreign-trained nurse- 
midwives; the other, a master’s of 
public health program at Boston 
University Medical School that 
specifically recruited bilingual or 
bicultural students (40 percent of its 
students are of color; 50 - 60 percent 
are bi- or trilingual )—have lost state 
funding predicated on their students 
finding jobs. Many of these students 
are interested in working with immi- 
grants and women of color, the groups 
most in need of caretakers who speak 
their languages and are sensitive to 
their cultures and life circumstances. 
Disqualifying these women from 
practicing eliminates a much needed 
resource in the battle to both expand 
the amount of care available and 
break down the barriers that keep 


women from getting it. 1 


‘OUR FOCUS FOR THE FUTURE pee 


sea Se HEALTH 


a% 


ven if we were to eliminate all 


barriers to access, we would not go as 


_ far as we can in preventing unneces- 
sary infant deaths. To do that, we 
must shift our emphasis from the 

| pregnant woman to the woman who 
may become pregnant. 


_ As the Harvard Institute for Repro- 
ductive and Child Health and the 
Case-by-Case study report, prior 
obstetrical problems and preexisting 
medical conditions contribute more 
to infant mortality than poor prenatal 
care or risks that develop during 
pregnancy. Healthy pregnancies 
cannot occur without healthy women, 
and women cannot maintain healthy - 
bodies without healthy lives. If we are 
to do our best to reduce infant 

‘mortality, we must assure that the 
opportunities that sustain a woman’s 
life are sufficiently nurturing to 


sustain her healthy pregnancy as well. 


BEYOND PRENATAL CARE 
When the Infant Survival Summit 
convened, the rise in infant mortality 
rates was so alarming that emphasis 
was rightly placed on the area in 
which we could make the most 
immediate gains: improving prenatal 
services. This meant that the Summit 
recommendations centered largely on 

~ what the medical community— 

hospitals and community health 

centers—could do to better serve 

_ pregnant women. But this focus is 

much too narrow. 


From early childhood on,women 
experience health, relational, and ca 
social problems that can affect their She 
reproductive health. We know, for 
example, that 61 percent of allcases 
of sexually transmitted diseases in 
Massachusetts occur in people under — 
the age of 24 and that incidences of 
gonorrhea, syphilis, and chlamydia 
among adolescents increased 10 ) 
percent a year from 1988 to 1991. Ps is 
And we know that women who do not ~ 
receive regular health care do not get 
adequate treatment for ara Be . 
diabetes, obesity, smoking, and = 
other disorders that can complicate 
pregnancies. 3 = 


We know, too, that some 3.9 million. , 
women in this country livewitha = 
spouse or partner who has physically 
abused them and that 92 percent of f 
these women do not tell their doctors. © s 
The Case-by-Case report tells us that 
the ambivalence and stress that i 


accompany unplanned pregnancies ~ ae 


frequently conceived in the context ae 
tumultuous or abusive relationships 
keep women from seeking timely _ 
prenatal care and are a major theme 
in the stories of women whose infants 
have died. _ . , am RS 
a Pt. 6 
We also know that stress shadows 
women who are poor, unemployed, es 
uneducated, addicted, abused, or = 
homeless—the same stress that can 
contribute to premature labor and 5 
hypertension, adding to the risks that i 
already threaten these women and Be 
their babies. Most disturbing, we | 
know that more of our children are 


growing up in poverty now than at any 
time since the early 1970s. They are 
experiencing the poor nutrition, poor 
health care, uncertainty, and fear 
that can limit their lives and affect 
their future health. 


A COMMUNITY APPROACH 

If we do not address these problems 
in a comprehensive, coordinated way, 
we will fail more infants who could be 
saved. We must support women’s 
health from childhood on, using our 
schools, our communities, and our 
social service agencies as well as our 
health care system to provide the 
education and opportunity that can 
build competence, confidence, and 
healthy lives. The school-based health 
- clinics that several Boston hospitals 
now run are an excellent example of 
public-private partnerships that are 
bringing needed services to a wide 
range of adolescent girls, including 
those most at risk for complicated 
pregnancies. 


Boston is fortunate to have other 
community-based health promotion 
programs in place as well. The 
Federally funded Boston Healthy 
Start Initiative, a partnership be- 
tween the Department of Health and 
Hospitals and communities, has 
brought $11.9 million to Boston over 
the past three years to combat infant 
mortality by addressing issues of 
domestic violence, substance abuse, 


nutrition, smoking, education, and 
health care. It has, among other 
things, established a computerized 
database that links more than 25 pro- 
vider organizations to ensure better 
coordination and a more comprehen- 
sive service delivery system for 
maternal and infant health. Healthy 
Boston, a city-sponsored program, 
supports community coalitions with ° 
$1.5 million in planning grants to 
identify and solve problems related to 
economic development, education, 
housing, and public safety in an effort 
to improve community and family 
health. The Office of Treatment 
Improvement, funded through a 
three-year, $14 million federal grant, 
considers the housing, economic, 
legal, and health needs of its drug- 
addicted clients. 


These programs have enormous 
potential because of the amount of 
resources they commit to improving 
women’s health and because of the 
community-based strategies they 
employ. However, they are function- 
ing independently of one another, 
without the coordination that could 
lead to greater efficiency, less 
duplication of services, and more 
productive allocation of resources. 
They do not draw on a shared vision 
and strategy for community develop- 
ment. Boston needs such a strategy. 
We are wealthier than most commu- 
nities in the number of resources we 
can commit to improving the health 
of women and combatting infant 


“mortality. If we had a coordinated 


effort to reach our common goal, we 
could put those resources to much 
more efficient use than we do now. 


Our community-based initiatives are 
also young and experimental. Because 
they are process-oriented, invested in 
the time-consuming work of building 
coalitions among peoples and organi- 
zations that have not traditionally 
worked together, they are unlikely to 
show quick results. Assuring that they 
receive the continued funding they 
need to make real gains and that the 
insights they garner are translated 
into lasting, adequately funded public 
policy is a challenge community 
advocates and health and social 
service providers, as well as city, 
state, and federal officials, have yet 

to face. 
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The legislature’s elimination of 
AFDC eligibility for women in 
the first two trimesters of their 
first pregnancy denies money 


for housing, food, and other 


essentials and thus endangers 


both the women and their 


unborn children. 


FUNDING THE FUTURE 


STATE AND NATIONAL POLICIES 


| fhreivg us, too, is the challenge of 


assuring that women’s health needs 
are safeguarded on both the state and 
national level. The Attorney General’s 
Community Benefits Guidelines for 
Nonprofit Acute Care Hospitals, 
which establish a procedure by which 
hospitals must assess community 
health needs, fund appropriate 
programs, and report annually on 


their efforts in order to maintain their 


tax-exempt status, is an important 
step toward assuring that hospitals 
fulfill their obligation to the commu- 
nities they serve. 


However, it is beyond the hospitals’ 
purview to counter the vast social 
problems that contribute to infant 
mortality. Adequate government 
funding for programs that combat 
poverty, addiction, and abuse is 
essential. On the state level, we have 
seen a welcome increase in the 
budget for WIC (the Women, Infants, 
and Children nutrition program), 
which now can support 85 percent of 
those eligible. However, the'state’s 
1994 budget also includes-a number 


of provisions that will adversely affect 
the health of women. Aid to Families 
with Dependent Children (AFDC) 
subsidies remain unchanged for the 
fifth year running, even though 
inflation during that time has dimin- 
ished recipients’ purchasing power by 
22 percent. Rent supplements, too, 
remain unchanged from the $40 a 
month established in 1986. 


Most disturbing, however, is the 
legislature’s elimination of AFDC 


eligibility for women in the first two 


trimesters of their first pregnancy. 
This is a backward, damaging move 
that will not have the desired effect of 
reducing the number of pregnancies. 
Rather, it will deny poor pregnant 
women the money they need for 
housing, food, and other essentials 
and thus will endanger both the 
women and their unborn children. We 
need to remind our legislators that 
they will do more to eliminate 
unintended pregnancies by expanding 
programs such as the successful but 
small (and level-funded) Teen 
Pregnancy Prevention Challenge 
Fund than by punishing women who 
do conceive. We need to remind them 
that they can fund comprehensive 
prenatal care for 100 to 125 high-risk 


women for the same cost as support- 
ing only ¢wo children in neonatal 
intensive care. Assuring that women 
are safe, adequately housed, and well- 
fed during their pregnancies is the 
fiscally, as well as the morally, - 
appropriate action. 


NATIONAL HEALTH CARE REFORM 

We need, too, to make sure that the 
Clinton administration’s commitment 
to preventive care and insurance for 
all survives the political give-and-take 
that will shape the nation’s health 
care reform bill, and that “all” 
expands to include the 38 to 4 million 
people who are not legal residents 

of this country. We further need to 
assure that the core benefits package 
covers the health care services 
women need to plan and raise 
healthy families: primary care, 

family planning, abortion, routine 
gynecologic care, addiction and 
mental health services, prescription 
drugs, and, of course, the full range 
of prenatal, intrapartum, and post- 
partum services. 


And we cannot let insurance for all lull 
us into believing that we have health 
care for all. We know that available 
care will not translate into accessible 
care unless women are able to get to 
their health care providers and 
communicate with them once they are 
there. Issues such as transportation 
and child care may be beyond the 
scope of national health care reform, 
but assuring that culturally appropri- 
ate and competent providers are 
available is not. As it moves to 
embrace a managed care system, 
Congress has an opportunity to assure 
that alternative care providers, such 
as certified nurse-midwives, are 
reimbursed for all the services they 
are trained to perform. It has an 
opportunity, too, to strengthen our 
nation’s commitment to serving the 
underserved by funding expansions of 
the National Health Service Corps and 
the community health center program, 
as proposed in the Clinton plan. And 
Congress has a chance to build 
funding for health education and 
promotion, the necessary precursors 
to prevention, into the package. 
Nothing less is acceptable if we are 
serious about eliminating unnecessary 
infant deaths in our nation. 


OUR COMMITMENT 


PROTECTING NEW LIFE - 


} 


hree-and-a-half years ago, this city 
made a bold commitment to protect 
the lives of its most vulnerable 
citizens, infants at risk of dying. That. 
commitment has paid off in new | 
programs, new knowledge, and some 
_improvement in infant survival. As 
the Maternal Health Commission 
looks toward the future, we see both — 
opportunity and risk. We have the 
opportunity to reduce infant mortality 
rates even further, to renew our 
commitment to securing healthier 
lives for more of our mothers and 
children. But we also face the risk of 
letting our success settle into compla- 
~ cency, of assuming that we are doing 
what needs to be done and that the 
numbers will only get better. Because 
most of our infant mortality initiatives 
are new and have yet to be evaluated, 
we will not know for some time what 
is working best and where we should 
most effectively put our resources in 
the future. 


To enhance opportunity and limit 
risk, the Commission recommends 
that the mayor consider the following: 


= Create true working partnerships 
among the various city and state 
initiatives and establish a uniform 
vision and strategy toimprove 
health outcomes of at-risk popula- 
tions and quality of life in Boston 
neighborhoods. 

m Secure a public/private agreement 
to implement a plan of service 
integration at all levels of maternal 
and child health. This plan should 


ay 


‘ 


provide equity in funding and an 
improved planning and evaluation 
system. , Lee 


of Health and Hospitals’ 1992 report. 
“HIV and Boston’s Adolescents: 

A Report on the Impending Public 
Health Crisis,” as a first step toward. 
improving women’s health through _ 


mg Support school-based health clinics, | 
as recommended in the Department 


comprehensive preventive programs 


starting in adolescence. The need for 
these clinics is much broader than «_ 


— 


the report's title implies. Violence _ ms: 


prevention; smoking, alcohol and 
drug abuse prevention; mental health 


-~ 


promotion; primary care; and family © yah 


planning are all services that such 


clinics could provide and all impact 
on infant survival. 7 ne SS 
m Eliminate barriers to access 
through cooperation and communi- 
cation: © et ; 
establish a citywide Support 
Services Task Force to investigate 
the feasibility of coordinating day 


4 > 
+ 


care, transportation, and interpre- 


tive services among hospitals. 
°Publicize the Mayor’s Health 
Line and the Massachusetts Free — 
Care Pool through expanded 
public information campaigns. 
eLaunch a public information 
campaign to inform women of 
the growing availability, cost- 
effectiveness, and safety of 
midwifery services. — 2 
¢Incorporate community partici- 
pation throughout the process of 
defining needs, planning, imple- 
- menting, and evaluating such | 
services. — 


mw Adequately fund the city’s vital 
statistics office, and coordinate data 
collection and analysis with private 
sector epidemiologists to assure a 
flow of more detailed data. 
= Coordinate efforts to reduce infant 
mortality with the attorney general 
_ and the state. As part of this under- 
taking, meet with teaching-hospital 
representatives to renegotiate their 
financial commitment to combatting 
infant mortality in light of the 
Attorney General’s Community 
- Benefits Guidelines and the Kane 
report finding that Boston’s private 
teaching hospitals accumulated $1 
billion in discretionary cash and 

securities between 1984 and 1992 

(the Kane report, commissioned 
by the Department of Health and 

Hospitals, assessed the private 

teaching hospitals’ financial capacity 

to support community-based 
programs ). Use this opportunity to 
assure that those hospitals that have 
not met their commitment to the 
state’s linkage program do so and to 
address what the hospitals can do to 
maximize the role of midwives and 
further improve outreach and access 
to care, thus moving closer to meeting 
_the Summit recommendations. 

w Negotiate with the Boston Healthy 
- Start Initiative to assume the watch- 
dog and coordinating activities that 
the Maternal Health Commission has 
provided. 


Boston’s maternal health community 
has not completed the work begun at 
the Infant Survival Summit. The 1992 
infant mortality statistics are a clear 
warning that it is time to redouble our 
efforts to reach women of color, to 
untangle the web of poverty, 
homelessness, joblessness, discrimi- 
nation, and abuse that too often 
entraps them and their unborn 
children. It is time to abandon the 
politics and self-interest that divide 
in favor of the cooperation that 
unites. It is time for hospitals and 
health centers, social agencies and 
government, professionals and 
ordinary citizens, to forge a commu- 
nity of caring that is capable of 
protecting young life. 


MEETING THE SUMMIT GOALS 


WHAT THE HOSPITALS HAVE DONE 


Sr OS ee whose services are described 


below all participated in the Infant 
Survival Summit and have significant 
maternal/child health, HIV, or substance 
abuse programs. At the Summit, these 
hospitals pledged a total of $8-12.5 
million over five years to fund commu- 
nity-based programs to combat infant 
mortality. Beth Israel, Brigham and 
Women’s, Deaconess, and New England 
Medical Center then used these promises 
to meet a Determination of Need (DON) 
requirement that links state approval for 
capital projects with a hospital’s commit- 
ment to fund public health initiatives 
(the state’s linkage program). The chart 
on page 21 shows the hospitals’ progress 
toward meeting their linkage commit- 
ments. 


The hospitals supplied the Maternal 
Health Commission with the data for the 
chart (as well as for the service descrip- 
tions that follow). The data do not always 
agree with those reported by the linkage 
program, and the Maternal Health 
Commission did not have the capacity to 
verify independently which numbers are 
correct. The Commission urges the city 
and state to agree on a standardized form 
for gathering this information to assure 
uniformity in reporting. 


BETH ISRAEL HOSPITAL 

Benefiting Health Centers 

Dimock, Roxbury Comp, Fenway, South 
Cove, Mattapan, Little House, Bowdoin 
Street, East Boston. 

Perinatal Capacity 

A new, 24-hour midwifery service opened 
in 1993. Its six FTE certified nurse 
midwives provide prenatal, obstetric, and 
gynecology services during 16-weekly 
sessions at five community health 
centers. Beth Israel (BI) also provides 
from 11.5 to 16.5 MD sessions per week at 
seven health centers and extends hospital 
privileges to all neighborhood health 
center physicians, including one family 
practitioner, representing eight commu- 
nity health centers. 


Outreach and Access 

Child Care: None provided. 

Interpretive Services: BI has a 24-hour 
Russian interpreter and an on-call service 
for French, Haitian, and Spanish. 
Outreach: BI funds and has recruited: 
four outreach workers, one case manager, 
and one nurse. It has developed a 
program for hospital nurses to provide 
outreach to the neighborhood health 
centers and to provide continuity of care. 
Transportation: BI provides free 
transportation for Roxbury, Dorchester, 
and Mattapan women in its Healthy 
Moms program and taxi vouchers for 
families with an infant in intensive care. 
It also covers transportation costs from 
three health centers in Dorchester and 
Mattapan for women who need urgent 
care. 

Other: BI operates The Family Van (a 
community outreach program that brings 
pregnancy testing, reproductive health 
counseling, and other health services to 
Boston neighborhoods) in collaboration 
with Boston City Hospital and many 
community agencies and health centers. 
It has also developed a domestic violence 
program that provides beds for women in 
crisis if no other shelter is available. 
Money 

BI pledged $3,178,500 over five years for 
infant survival efforts. Approximately 73 
percent of the money it has spent to date 
has gone directly to community health 
centers. 


BOSTON CITY HOSPITAL/DEPARTMENT OF 


HEALTH AND HOSPITALS 

Benefiting Health Centers 

Dimock, Codman Square, East Boston, 
Harvard, Whittier, Geiger-Gibson, Bunker 
Hill, South Boston, Dorchester, Mattapan, 
Uphams Corner 

Perinatal Capacity 

BCH recruited St. Margaret’s midwifery 
service, increasing its midwife staff from 
6 to 10.5 FTE certified nurse-midwives. 


The hospital now provides 24-hour 
midwifery coverage and staffs seven 
weekly clinic sessions at community 
health centers. The hospital is currently 
developing a cooperative strategic plan 
with the Affiliated Neighborhood Health 
Centers’ OB/GYN group to better coordi- 
nate services. 

Outreach and Access 

Child Care: Not provided. 

Interpretive Services: BCH provides 24- 
hour interpretive services, with interpret- 
ers available in 25 languages. Brochures 
and educational materials are available in 
a variety of languages, and communica- 
tion cards in 11 different languages 
enable non-English speaking patients to 
communicate urgent needs in emergency 
situations. 

Outreach: BCH’s Maternal Child Health 
Community-Based Program is a home 
visit program that follows women from 
enrollment (anytime during pregnancy) 
to their infant’s third month birthday. 
Families needing continued service are 
referred to the Healthy Child Program. 
A help line and a referral system for 
missed appointments are also available. 
Transportation: Van Ride provides 
transportation between the health 
centers and BCH; the hospital provides 
taxi vouchers for women receiving 
prenatal care. 

Other: BCH operates the Maternal and 
Child Health Help Line, which provides 
information and referrals in five lan- 
guages. It also provides services to 
women in shelters for battered women, 
residential treatment facilities, commu- 
nity organizations, and schools and 
operates The Family Van (a community 
outreach program that brings pregnancy 
testing, reproductive health counseling, 
and other health services to Boston 
neighborhoods) in collaboration with 
Beth Israel Hospital. 

Money 

Not part of linkage program. 


BRIGHAM AND WOMEN’S HOSPITAL 
Benefiting Health Centers 

Brookside, Southern Jamaica Plain, 
Martha Eliot, South End, Whittier 
Perinatal Capacity 

Brigham and Women’s Hospital (BWH) 
provides 11 obstetrics, certified nurse- 
midwife, and pediatric sessions at five 
community health centers. The physi- 
clans and nurse-midwives based at the 
health centers are credentialed through 
the hospital; one family practitioner 
provides gynecological care on-site at 
BWH, and the two health centers that 
operate under the hospital’s license 
participate in its malpractice program. 
In addition, the hospital provides health 
centers with 24-hour social work coverage 
and funds five health center-based case 
managers, as well as a substance abuse 
counselor at Brookside Community 
Health Center and a counselor at 
Women, Inc. 

Outreach and Access 

Child Care: Not provided. 

Interpretive Services: BWH provides 
24-hour interpreter services. Thé service 
has the capacity for 10-15 languages, 
including American Sign Language. 

The hospital provides written materials 
in Spanish. 

Outreach: The hospital’s Collaborative 
Home Visiting Program supports home 
visits by Healthy Baby and the Boston 
VNA to patients identified as at risk 
because they have missed scheduled 
appointments or are in need of additional 
support due to domestic violence, 
homelessness, etc. BWH also has a 
contract with the Traditional 
Childbearing Group to provide prenatal 
and post-partum patients with 
breastfeeding education and support; 
works with community-based programs 
such as Project LIFE, Women, Inc., and 
Health Care for the Homeless; and 
supports several school- and clinic-based 
outreach programs targeted at children 
and adolescents. 

Transportation: A van based at each of 


five health centers one day a week 
transports patients to and from prenatal, 
postpartum, and pediatric appointments. 
When the van is not available, patients 
receive taxi vouchers. 

Other: The hospital has initiated a 
program to train all direct caregivers in 
how to identify and respond to battered 
women, focusing particularly on pregnant 
women. It also provides Spanish lessons to 
maternity staff. 

Money 

BWH pledged $4,00,000 over five years for 
infant survival efforts. Approximately 62 
percent of the money it has spent to date 
has gone directly to community health 
centers. Another 13 percent supports 
community-based school health. 


CHILDREN’S HOSPITAL 

Benefiting Health Centers 

Martha Eliot 

Perinatal Capacity 

Children’s Hospital helps support OB/GYN 


‘services at Martha Eliot Health Center. 


Outreach and Access 

Child Care: None available. 

Interpretive Services: Many materials 

are available in Spanish, and a Spanish- 
English parenting information booklet 
will be translated into Haitian Creole and 
Vietnamese. 

Outreach: The Family Network Home 
Visiting Program funds two FTE family 
health advocates, employed by Children’s 
Hospital, to provide home visiting, 
outreach, and advocacy for very high risk, 
hard to reach women. The hospital funds 
a half-time prenatal case manager and a 
half-time young parent case manager at 
the Martha Eliot Health Center and offers 
Spanish classes and diversity training to 
the center's staff. 

Transportation: Some taxi vouchers and 
T tokens are available to women in the 
Family Network Program for whom 
transportation is a major barrier to 
medical care. 

Other: The Healthy Connections program 
monitors infant visits through the first 
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year of life and provides home visits to 
families deemed at risk. It also cosponsors 
a program that provides health care and 
education for 100 Boston inner-city 
adolescent parents. In addition to Healthy 
Connections, the hospital trains residents 
to serve as volunteer outreach workers 
and advocates in their communities; funds 
a half-time prenatal case manager and a 
half-time young parent case manager at 
the Martha Eliot Health Center; and offers 
Spanish classes and diversity training to 
the eenter’s staff. 

Money 

Although it had no pending DON project, 
Children’s Hospital voluntarily agreed to 
provide $2.1 million over four years to 
combat infant mortality in Boston. The 
Maternal Health Commission does not 
have a full breakdown of how much of the 
money pledged has been allocated to date, 
but the hospital reports spending $870,725 
in 1992-1993. 


DEACONESS HOSPITAL 

Benefiting Health Centers 

Roxbury Comp, Whittier, Fenway, Dimock, 
Mattapan 

Perinatal Capacity 

Deaconess is a tertiary care hospital 
specializing in HIV disease, substance 
abuse, and elder care. It does not provide 
obstetrical services. 

Outreach and Access 

Child Care: None provided. 

Interpretive Services: The Deaconess has 
converted its voluntary interpretive 
services program to a professional 
program with a three-person staff that 
provides interpretive services in Russian, 
French, Haitian, Portuguese, and Spanish. 
The department calls on a pool of 150 
outside professional interpreters to 
provide services in other languages as 
needed. 

Outreach Workers: Through its HIV 
Consultation and Service team, Deaconess 
provides training and consultation 
services to community organizations in 
medically underserved parts of the state, 
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including Roxbury. It gives preference to 
programs that enhance services to HIV- 
infected women. 

Transportation: None provided. 

Other: A Deaconess internist works on 
the medical van run by Bridge Over 
Troubled Waters, bringing substance 
abuse services to Boston neighborhoods, 
and the hospital opened a chemical 
dependency outpatient evening program 
in response to the recognized lack of 
substance abuse programs in Boston. 
Money 

Deaconess pledged $2,600,000 over five 
years for infant survival efforts. Approxi- 
mately 69 percent of the money it has 
spent to date has gone directly to 
community health centers for AIDS 
outreach activities. 


FAULKNER HOSPITAL 


Benefiting Health Centers 

Greater Roslindale Medical and Dental 
Center. 

Perinatal Capacity 

Faulkner Hospital runs an Addiction 
‘Recovery Program that treats and 
detoxifies women at any stage of preg- 
nancy but does not provide obstetrical 


. services. 


Outreach and Access 

Child Care: None provided. 

Interpretive Services: The hospital has 
applied to the Department of Public 
Health for an interpreter position at the 
Greater Roslindale Medical and Dental 
Center (GRMDC), a community-based 
department of the hospital. 

Outreach: The hospital has applied to the 
Department of Public Health for an 
outreach worker position at the GRMDC. 
Transportation: None provided. 

Money 

Not part of linkage program. 


MASSACHUSETTS GENERAL HOSPITAL 
Benefiting Health Centers 

Bunker Hill, North End, Chelsea 
Memorial, Revere Health Associates 


Perinatal Capacity 

MGH does not have an obstetrical service 
at this time, but prenatal care is provided 
in all three MGH-operated health centers 
(Bunker Hill, Chelsea, and Revere) in 8.5 


_weekly sessions — 4.5 physician sessions 


and 4 midwife sessions. Each health 
center has an OB/GYN nurse practitioner 
who coordinates the program and 
practices collaboratively with the physi- 
cians and nurse-midwives. MGH malprac- 
tice insurance covers all health center 
providers. 

Outreach and Access 

Child Care: None available. 

Interpretive Services: The MGH has 
expanded its interpreter service during 
the past year to include professional 
interpreters on duty seven days a week. 
Languages covered are: Spanish, Portu- 
guese, Italian, French, and Khmer. The 
hospital provides written materials in 10 
languages and plays a discharge video, in 
five languages, several times a day on the 
MGH in-house television channel. 
Outreach: Bunker Hill Health Center has 
a specialized program to provide outreach, 
support, and multidisciplinary services to 


pregnant teens during the prenatal and 


early infancy periods. The health center 
has also established an adolescent 
medicine program for Charlestown youth. 
This designated weekly session includes 
routine primary care, sports medicine, and 
family planning. 

Transportation: A free shuttle bus makes 
five trips a day between the Bunker Hill 
Health Center and the main MGH campus. 
Women who receive prenatal care at the 
health centers receive taxi vouchers for 
travel to either the main MGH campus or 
the Cambridge Hospital, where their 
babies are delivered. 

Other: Health center staffmembers = - 
provide home visits when appropriate. The 
Bunker Hill staff works collaboratively 
with the Kennedy Center, a comprehen- 
sive local human service agency; is an 
active member of the Healthy Charlestown 


Coalition; and sponsored a well-attended 
local forum on domestic violence. 

Money 

MGH’s major DON project was approved in 
1986, before the state established its 
linkage program. However, the hospital 
has made a $600,000, three-year commu- 
nity health care commitment tied to a 
more recent DON. This money will be used 
to establish a Maternal and Infant HIV 
program. While focused on the needs of 
the Chelsea community, the program will 
provide some care for families in 
Charlestown and adjacent Boston 
neighborhoods. MGH anticipates that the 
first third of the funds for this program 
will be spent in FY94. 


NEW ENGLAND MEDICAL CENTER 
Benefiting Health Centers 

Bowdoin, Geiger-Gibson, Neponset, Little 
House, Dorchester, South Boston, South 
Cove, Codman Square, Mattapan, Uphams 
Corner, Roxbury Comp, Greater Roslindale 
Perinatal Capacity 

New England Medical Center (NEMC) 
provides 16 obstetrics sessions per week at 
six community health centers. It does not 
have a midwifery service. 

Outreach and Access 

Child Care: None available. 

Interpretive Services: NEMC provides 
professional interpreters fluent in 30 
languages and has translated selected 
materials into Chinese, Vietnamese, 
French, Spanish, and Portuguese. 
Outreach: Project Parent-to-Parent (P2P) 
reimburses community health centers for 
outreach workers’ salaries. P2P also 
provides training to outreach workers, 
their supervisors, and other community 
health center staff. Each of the 10 health 
centers employs two outreach workers 
who are hired by the centers. 
Transportation: Free van service and cab 
vouchers are offered to seven community 
health centers in the P2P network. These 
programs, HOPE EXPRESS and HOPE 
RIDES, are a collaboration with HOPE, 
Boston, Inc., and were introduced in the 
fall-of 1993. 


COMMITMENTS MADE AND MONEYS ALLOCATED BY HOSPITALS 
PARTICIPATING IN STATE LINKAGE PROGRAM, 1991-1993 


Le PR Cormmittted fyi Se  Aloceated ee 
1991 1992 1993 % spent 


Beth Israel 3,178,500/5 . 609,700 922,800 1,418,250 93 
Brigham and Women’s 4,000,000/5 : 242,532 918,137 1,270,148 61 
Deaconess 2,600,000/5 | 520,000 741,977 829,174 80 
New England Medical 2,850,000/5.5 | 436,194 787,000 


1,142,829 83 


Sources: Totals and expenditures: Data hospitals supplied to the Maternal Health Commission, Data do not necessarily match those reported by 


the state linkage program. Percent allocated: Calculated 


Other: The hospital is providing substance 
abuse training and consultation to 
outreach workers and medical and 
clinical staff at community health centers 
in the P2P network and to NEMC clinical 
staff for community-referred health center 
patients. A domestic violence coordinator 
provides training for clinical staff at 
NEMC and P2P network centers. NEMC 
also runs a health clinic at Boston City 
High School. 

Money 

NEMC pledged $2,850,000 over five-and-a- 
half years for infant survival efforts. 
Approximately 50 percent of the money it 
has spent to date has gone directly to 
community health centers. 


ST. ELIZABETH’S HOSPITAL 

Benefiting Health Centers 

Uphams Corner, Little House, Greater 
Roslindale, Bowdoin Street, Harvard, 
St. Margaret’s Clinic at Jones Hill, 

St. Elizabeth’s Clinic for Women & 
Children at the Laboure Center. 


. Perinatal Capacity 


St. Elizabeth’s provides 15 midwives, 10 
physicians, and two additional support 
staff to four community health centers and 
three other community-based programs. It 


extended its midwifery program to health 
centers in Dorchester, Roxbury, and South | 
Boston during the past three years and 
established a Maternal Fetal Medicine 
department to support high-risk pregnan- 
cies in 1992. 

Outreach and Access 

Child Care: Volunteers provide on-site 
child care for patients attending medical 
appointments. 

Interpretive Services: St. Elizabeth’s has 
full-time translators and provides all OB/ 
GYN written materials in Spanish. Some 
materials are also available in Portuguese, 
Chinese, Haitian/Creole, Vietnamese, Lao, 
and Khmer. 

Transportation: St. Elizabeth’s provides 
taxi vouchers to clinic patients who do not 
have reliable transportation so that they 
can reach the hospital for special testing 
or delivery. If they come to the hospital 
during early, premature, or false labor, 
they also receive taxi vouchers. 

Other: The hospital runs a public informa- 
tion campaign to promote women and 
infant services and provides childbirth/ 
breast feeding classes at discounted rates. 
Money 

Not part of linkage program. 
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RECOMMENDATIONS FROM THE 


INFANT SURVIVAL SUMMIT 


PERINATAL MEDICAL CAPACITY OF 
COMMUNITY HEALTH CENTERS 


1. Fill the current estimated shortfall 
of fifty (50) prenatal sessions per 
week in community health centers 
serving pregnant women in high risk 
neighborhoods. Add the additional 
fifteen to twenty prenatal sessions 
required in neighborhood health 
centers. 


2. Assist the community health 
centers in recruiting and retaining 
physicians and midwives to provide 
full-time obstetrical care. 


3. Support the expansion of a Depart- 
ment of Health and Hospitals spon- 
sored Regional Midwifery Training 
and Certification Program. 


4. Make staff privileges available 
through all teaching hospitals for 
appropriately qualified community 
health center physicians and certified 
nurse-midwives. 


). Develop, in conjunction with 
appropriate professional organiza- 
tions, protocols and procedures to 
allow community health center family 
practitioners to provide obstetrical 
care in birthing hospitals. 


6. Allow community health centers to 
participate in the malpractice 
insurance programs of their affiliated 
hospitals. 


OUTREACH AND ACCESS 


7. Mobilize resident service providers, 
community-based organizations, 
government and citizen groups (e.g., 
tenant/block associations, business 
groups, religious congregations ) 
within the high-risk neighborhoods to 
plan and coordinate outreach, educa- 
tion, advocacy and community build- 
ing services for residents. 


8. Develop and fund a family support 
center (or programs) to provide 
outreach, advocacy and education 
services within each high-risk neigh- 
borhood or cluster of neighborhoods. 


9. Community health centers either 
individually or in clusters should play 
the lead role in direct service delivery 
or in the development of service 
provider coalitions. 


10. Create a neighborhood job trust 
through Boston’s Economic Develop- 
ment and Industrial Corporation to 
train, certify and hire local residents 
as community-based prenatal out- 
reach workers or as entry-level 
hospital-based staff. 


11. Conduct culturally sensitive 
outreach efforts to women, men and 
families utilizing existing social 
networks and creative media cam- 
paigns. 


12. Provide transportation services 
that link pregnant women and the 
parents of infants to health and 
medical services through the use of 
vans, taxi vouchers and other trans- 
portation mechanisms. 


13. Direct-care and management-level 
health care staff should reflect 
minority populations residing in their 
primary service area. 


14. Develop cultural awareness and 
sensitivity training for all direct 
services and management staff levels. 


15. Serve linguistic minorities 
residing in primary service areas by 
providing appropriate translation 
services and utilizing translated 
written materials. 


16. Provide on-site child care staffed 
by culturally appropriate personnel 
for pregnant women and others while 
they attend medical appointments. 


17. Provide advocacy/case manage- 
ment for patients lacking this service 
and who receive ancillary services 
during periods of prenatal care and 
between pregnancies. 


18. Provide outreach follow-up, 
including home visits, for patients in 
need of support for keeping regular 
medical visits. 


SUPPORT SERVICES 


19. Implement drug treatment 
improvement projects with the 
participation of hospitals and neigh- 
borhood health centers to help 
integrate medical and treatment 
services. 


20. Create new programs — detox, 
residential and outpatient — and 
increase capacity of drug treatment 
programs geared toward pregnant 
women and/or parents of infants. 


21. Develop programs linking selected 
teaching hospitals to detox service 
providers to enhance their medical 
services and maintain long-term 
program viability. 


22. Provide hospital and health center 
on-site substance abuse counseling to 
all high-risk women attending 
prenatal or pediatric clinics. 


23. Integrate substance abuse 
services with comprehensive commu- 
nity-based services including child 
care, parent education, job training 
and family support services. 


24. Contribute to the planning, 
implementation and funding of 75 
transitional housing units specifically 
for homeless pregnant women and 
their families. 


25. Support the Conference of Boston 
Teaching Hospital's Task Force 
process of setting a minimum level of 
substance abuse services in every 
member hospital. 


26. Establish a Maternal Health 
Commission that evaluates and 
monitors improvements in the 
coordination of services and the 
effectiveness of all programs and 
activities in the city related to infant 
mortality reduction. 
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